INTRODUCTION
Worldwide, despite widespread efforts to control the disease, HIV/AIDS remains a serious public health challenge. [1] Based on the UNAIDS global estimation, by the end of 2016, there were 36.7 million people living with HIV, 1.0 million deaths from AIDS-related causes, and 1.8 million new HIV infections. rate of disease progression from HIV to death, but in some other studies, the discrepancy is reported in the survival rates of patients with HIV infection. [13, 14] Reporting treatment outcomes of patients enrolled in ART programs is important to demonstrate program effectiveness and justify continued funding that can help to identify opportunities for program improvement. [15] Few studies have reported survival in HIV patients in Iran, and there are no studies describing survival in total of Iranian people who lived with HIV/ADS. Therefore, the aim of the present study was to assess the 1-, 2-, 5-, and 10-year survival rate among people living with HIV/ADS based on Iran HIV/AIDS Surveillance Registry and clarify the determinants of survival rate in these patients.
MATERIALS AND METHODS

Study design and participants
This is an observational survival analysis, based on data from the Iran National HIV/AIDS Case Registry System, Centre of Communicable Disease Control, Ministry of Health and Medical Education. The study population included all patients (n = 32168) who were diagnosed and registered with HIV/AIDS in Iran between 1986 (the first diagnosed case of HIV) and 31 December 2015. The registry includes all demographic, laboratory, pharmacy, outpatient clinic visit, as well as dates of death. Data from these individuals until June 2016 (the cutoff date of our last data linkage) were investigated to estimate survival and related factors following HIV diagnosis. The study protocol was approved by the Institutional Review Board and Ethical Committee of Shiraz University of Medical Sciences (no, 11382-95).
Study variables
The demographic and clinical characteristics used in this study included; number of HIV/AIDS cases, date of HIV diagnosis (the date of positive test), age at diagnosis (patients years old at diagnosis time), gender (male and female), baseline CD4 count (cell/mm 3 ), disease stage (HIV infection or AIDS stage), date of progression to AIDS, number of AIDS-related deaths, date of death, tuberculosis (TB) confection status, ART (the status of receive treatment in last visit), and route of transmission (injection drug use [IDU], sexual route, and blood transfusion other route). The time to event in months was the primary outcome in this study, and the time between the dates of HIV diagnosis and the date death or date of censoring was used to calculate the survival time in months.
Statistical analyses
Statistical analyses were done using SPSS software for Windows (SPSS, Inc., version 24, Chicago, IL, USA). Descriptive data are reported as mean ± standard deviation, mean (95% confidence interval [CI]) for length of life from diagnosis to death, median (interquartile range) for survival time, and number (percent) for categorical data. Chi-square test was used to assess the frequency of the disease between age groups, genders, disease stage, ART status, TB confection status, CD4 count, and route of transmission. Length of life from diagnosis to death was compared in the levels of other factors using Kruskal-Wallis test. Survival time was considered as the interval from the date of HIV/AIDS diagnosis to the date of death and was expressed in months. The Kaplan-Meier method was used to estimate cumulative survival probability, and comparisons between survival curves were performed with the log-rank test. The Cox proportional hazards regression model was applied to examine association between overall survival and the main factors. All statistical tests were two-sided and P < 0.05 was considered to be statistically significant.
RESULTS
Based on data from the national HIV/AIDS surveillance system, a total of 32168 HIV-infected patients had been identified and registered in Iran. The mean age of patients at diagnosis was 33.2 ± 9.6 years (range; newborn -91 years). Majority of those (84.3%) were male and 15.7% were female. At the time of diagnosis, 17.7% of study population were at the AIDS stage. Progression rate to AIDS in the whole population was 27.2% (8756 patients) until the end of the follow-up period. Based on Chi-square test, the frequency of the disease progression was significantly different between both genders (26% and 45% for men and women, respectively; P < 0.0001).
By June 2016, 8081 of the 32168 (25.1%) registered cases died. The survival rate for whole population was 88%, 85%, 77%, and 67% for 1, 2, 5, and 10 years, respectively. Cumulative proportion surviving was remarkably lower in males than in females (1-, 2-, 5-, and 10-year survival rate was 87%, 83%, 75%, and 65% among men in comparison with 94%, 93%, 89%, and 83% among women, based on log-rank test). Table 1 describes the analyses of the risk factors for death in the studied population. Age and sex were found to be risk factors with higher mortality within older patients and the male gender. The rate of mortality in HIV patients infected with TB and those with baseline CD4 count lower than 500 was higher. ART was a protective factor with lower mortality within patients who received ART. Furthermore, mortality rate in infected patients by blood transfusion routes or in IDUs was significantly higher than the other patients. Figure 1 shows the Kaplan-Meier survival curves of all the patients and according to the mode of transmission and era of HIV diagnosis. A higher rate of survival was seen in patients infected in sexual route, and lower rate of survival was seen in IDUs and patients infected in blood transfusion route (P = 0.0001). Furthermore, the rate of survival in patients diagnosed after 2010 was significantly higher than those patients who were diagnosed between 2000 and 2009 or before 1999 (P = 0.0001). Figure 2 shows the survival analysis of studied patients according to sex, age group, CD4 cell count, ART, the presence of TB, and AIDS status. The rate of survival among females was significantly more than males. Patients in older age group had lower rate of survival than younger patients. Survival rate in patients with CD4 cell count more than 500 was significantly higher than patients with CD4 cell count lower than 500. Patients who received ART had significantly better survival than those patients that did not received ART. Furthermore, the survival rate among confected patients by TB was significantly more than nonconfected patients.
All the studied variables were statistically significant in univariate and therefore were entered in multivariable analyses. Table 2 shows the results for multivariable associations between mortality hazard and sex, age at diagnosis, CD4 cell count, AIDS diagnosis, ART, the presence of TB, and mode of transmission. The multivariate model shows a decreasing in the mortality risk in female patients (hazard ratio [HR], 0.701; 95% CI, 0.627-0.784), those with CD4 cell count more than 500 (HR, 0.046; 95% CI, 0.395-0.481), and patients who received ART (HR, 0.541; 95% CI, 0.501-0.585). In contrast, older patients at diagnosis time (HR, 1.019; 95% CI, 1.016-1.021) and those with TB (2.056; 95% CI, 1.860-2.272) were at risk of death. Furthermore, the risk of mortality in patients who infected in sexual mode was lower than IDUs, whereas mortality risk by mother-to-child mode as of transmission was increased compared to IDUs (HR, 1.699; 95% CI, 1.325-2.178). 
DISCUSSION
The present study estimated the survival rate of patients with HIV/AIDS at several time intervals and related risk factors based on Iran's HIV registry system. Although like many other national surveillance systems, surveillance of communicable diseases, including AIDS, in Iran suffers from quality, [16] our results showed that from the beginning of the presence of HIV/AIDS in Iran, nearly one in four patients died, with the mean survival time of 248 months for all HIV/AIDS patients. The mortality decreased between 2000 and 2009, after the introduction of monotherapy regimens, in comparison to before 1999 period. Furthermore, after the introduction of triple therapy, mortality in HIV/AIDS patients was decreased after 2010 compared to 2000-2009 period. These findings are similar to other studies that have reported similar results in developed countries. These studies in France, Canada, Switzerland, and the United States have reported reducing mortality after the introduction of triple therapy; however, the decreased in mortality rate in these countries was higher than in our country and was occurred very sooner. [17] [18] [19] [20] The poor ART program initiatives and low coverage of the program in Iran can explain the differences between our findings with studies in developed countries. Furthermore, studies in Asia and South Africa have shown similar results in mortality rate reduction during this period. [21] [22] [23] The use of earlier ART initiation and more tolerable regimens can be noted among main cause of increased survival in recent time periods.
The present study demonstrated that ART is associated with lower mortality rate, but being male, age at diagnosis, low CD4 cell count, and TB coinfection were among risk factors associated with higher mortality observed in this study. The risk of death among male patients was higher than that of the female patients, which was similar to other studies. Results of African cohorts show that male gender was independently predictive factor for mortality. [24] Other similar studies in China and Tanzania and a meta-analysis of observational studies in low-and middle-income counties reported that the risk of dying from AIDS-related diseases in male patients with HIV/AIDS was higher than that of the female patients. [24] [25] [26] [27] The reason can be the fact that male patients have more advanced illness, fail to receive timely health-care and interventions, are more likely to drop out of the ART services system, and have poorer clinical outcomes. On the other hand, female patients have better adhere to the treatment delivered by community-based facility.
Our results show that patients who were infected with HIV through sexual route, blood transfusion, or mother to child had lower mortality than those patients infected by IDUs. This finding was similar to other studies that show higher morbidity in infected patients through IDUs than those patients infected by heterosexual transmission [25, 28] or men who have sex with men. [29] This may be because of the presence of coinfection diseases such as hepatitis C and B and poor treatment among these patients, whereas poorer outcome is reported in infected patients with HIV/AIDS through IDU. [30] We find that TB coinfection was also associated with higher risk of mortality (HR: 2.05). Studies conducted in Somali and Uganda show that relative hazard for death associated with TB were 2.30 and 1.81, respectively. [31, 32] Manosuthi et al. reported that TB coinfection with HIV is a risk factor of death. [33] Some other studies have shown the similar relationship between TB coinfection with HIV and risk of death. [34, 35] This can explain by the fact that the host's immune system in HIV infected patients is suppressed, which can cause to increase the virulence of the mycobacterium and much more severe immunodeficiency status in these patients.
Another risk factor in our study was lower CD4 count, where patients with a CD4 count of <500 cells/mL have a higher risk of mortality compared to those with higher CD4 count. Similar to our finding other studies show that the patients with lower CD4 count have higher risk of mortality compared to patients with lower CD4 count. [31, [36] [37] [38] In contrast, one study shows that CD4 count was not associated with patients' survival; however, the authors concluded that in their study, the number of patients with high CD4 was limited, and because of low statistical power of the study, they could not have found a significant association. [39] There were limitations to our study. We used observational data from Iran National HIV/AIDS Case Registry System, and it should also be noted that missing data about CD4 cell count, retained in the ART program and other factors, could affect our results, so findings should be interpreted considering the nature of the study design. Furthermore, the survival rate estimated in our study may underestimate the real survival rate in these patients because the estimation was based on time of HIV infection diagnosis where late diagnosis can be occurred in patients who become infected years before they diagnosis time. On the other hand, the large sample size, as a strength of the study, may cause to find significance for any small relationships, and for this reason, interpretation with caution is warranted. Along with all these limitations, in consistent with the literature, 
